Objectives: The study objective was to identify the factors that influence the length of stay (LOS) in hospital for stroke patients and to provide data for managing hospital costs by managing the LOS. Methods: This study used data from the Discharge Injury Survey of the Korea Centers for Disease Control and Prevention, which included 17,364 cases from 2005 to 2008. Result: The LOS for stroke, cerebral infarction, intracerebral hemorrhage, and subarachnoid hemorrhage was 18.6, 15.0, 28.9, and 25.3 days, respectively. Patients who underwent surgery had longer LOS. When patients were divided based on whether they had surgery, there was a 2.4-time difference in the LOS for patients with subarachnoid hemorrhage, 2.0-time difference for patients with cerebral infarction, and 1.4-time difference for patients with intracerebral hemorrhage. The emergency route of admission and other diagnosis increased LOS, whereas hypertension and diabetic mellitus reduced LOS. Conclusion: In the present rapidly changing hospital environments, hospitals approach an efficient policy for LOS, to maintain their revenues and quality of assessment. If LOS is used as the indicator of treatment expenses, there is a need to tackle factors that influence the LOS of stroke patients for each disease group who are divided based on whether surgery is performed or not for the proper management of the LOS.
Introduction
According to the Korean Death Statistics 2011 data, cerebrovascular diseases were responsible for 5.07 deaths per 10,000 people in Korea, making them the second leading cause of death after malignant neoplasms [1] . In addition, based on morbidity rate, cerebral infarction [International Classification of Diseases 10 th Revision (ICD-10) code I63] is sixth on the list of leading medical expenditures. A majority of patients in Korea over the age of 65 receiving treatment for geriatric diseases are treated for cerebrovascular diseases, and the number of such patients in the 40e50-year age group is increasing [2] .
Although it does not necessarily result in death, stroke leaves a patient with severe neurological damage and its treatment and rehabilitation are cost intensive [3] . According to an analysis of the 2009 health insurance data, cerebral infarction in men was the first on the list of high-cost diseases that required more than US$ 3000 for treatment (excluding noncovered fees); in women, it was third on the list. Cerebral infarction is the number one disease in patients over the age of 80 [4] . Of the total medical expenses in the 1-year period beginning from the day of disease incidence, 59% is related to hospital stay and 13% to outpatient care [5] . The length of stay (LOS) is the major determinant of the portion of treatment expenses to be met by patients [6, 7] . Therefore, management of the LOS is an important factor in managing the financial obligations of the patient, hospital operating costs, and health-care management.
Since 2000, medical expenses for stroke have been growing more rapidly than medical expenses in general, comprising a major share of the total treatment costs [3] . When paying for hospital stay, the number of days spent in the hospital is the proxy indicator, accounting for 43% of the treatment cost and 70% of the average cost of initial hospitalization [8] . Accordingly, managing the number of hospitalization days for patients with stroke is a very important factor in managing the overall hospitalization expenses [9] .
According to a study on the medical care coverage data by the Health Insurance Review and Assessment Service, the longest duration in the average number of hospitalization days was for cerebral infarction (I63), increasing from 19.8 days in 2005 to 21.4 days in 2008. Intracerebral hemorrhage (I61) demonstrated the greatest variation in the LOS in high-level general hospitals, general hospitals, and hospitals, followed by cerebral infarction (I63) in general hospitals [10] . A study that used data during the same period reported that the LOS increased with an increase in the number of patients with stroke, and the cost per hospitalization considerably increased [3] . However, there is no clear differentiation between hospitals that address acute conditions and hospitals for long-term treatment, long-term convalescent hospitals, and rehabilitation facilities. Therefore, when the acute phase is over, patients continue their treatment in general hospital rooms [5] . A study evaluating the appropriateness of hospitalization for stroke patients revealed that as the period of hospital stay increases, hospitalization becomes less appropriate [11] .
In many countries, various methods for using medical expenses effectively with limited resources are sought [12] . One of them is the change in the treatment-cost reimbursement system: from fee for service (FFS) to the diagnosis-related group (DRG). The FFS system may encourage offering of unnecessary services, and as a result, the cost per patient increases; by contrast, DRG leads to a decrease in the intensity of treatment service. One of the indicators of treatment service intensity is the number of hospitalization days [12] . Under the FFS system, the hospital can increase the number of hospitalization days to maximize revenue from treatment, but under the DRG system, hospitals seek to maintain quality in treatment by shortening the LOS. When setting priorities for management policies relating to the LOS, the order of priority depends on whether the disease belongs to medical diseases or surgical diseases [10, 13] . Medical patients exhibit a wide range of variation even for the same disease, whereas surgical patients have a narrower range, which allows for effective selection of policy and differentiation. Accordingly, studies on factors that influence the number of hospitalization days, by classifying patients based on disease and the necessity of surgery, can offer detailed data to aid in defining the priority order for policies on the management of LOS.
The increasing LOS for patients with stroke, a typical disease with an increasing incidence rate given the aging tendency of the population, increases the burden of treatment expenses for patients, influences the rotation of sickbeds in the hospital, and results in the loss of profit from treatment; in clinical terms, it is also associated with a higher possibility of occurrence of adverse effects [9,14e16] . Accordingly, this study is significant because it provides basic data for rational management of the LOS that are profitable for patients, service providers, and the state.
The study objective was to identify the factors that influence the LOS of stroke patients and to provide data for managing hospital costs by managing the LOS. To achieve this goal, the characteristics of the LOS for stroke patients were investigated and the related factors that influence the LOS of stroke patients were analyzed depending on whether they undergo surgery.
Methods

Patients
According to the World Health Organization, stroke is defined as "a focal (or at times global) neurological impairment of sudden onset, and lasting more than 24 hours (or leading to death) and of presumed vascular origin" [17] . With respect to the cause of death, cerebrovascular diseases are diseases that suddenly occur due to abnormalities in the blood vessels in the brain, whereby brain function is impeded, resulting in collapse. Depending on the form of occurrence, they are divided into two types, namely: (1) hemorrhagic diseases that occur when part of the intracranial blood vessel is damaged; and (2) ischemic diseases that occur when blood flow in the blood vessel deteriorates or is blocked [1] .
This study targeted 700,056 cases based on the system data from the Korean National Hospital Discharge In-Depth Injury Survey by the Korea Centers for Disease Control and Prevention during the period from 2005 to 2008. Patients who had stroke as defined in the ICD-10 diagnosis code were included [3, 12] . Of the total 17,871 hospitalized patients who received treatment for major diseases such as cerebral infarction (G46, I63, I67, I68, and I69), intracerebral hemorrhage (I61 and I62), and subarachnoid hemorrhage (I60), 17,364 were included as patients in this study; we excluded 207 patients who were on long-term hospitalization (Table 1) To compare the sociodemographic characteristics of stroke patients in general and each disease in particular, including cerebral infarction, intracerebral hemorrhage, and subarachnoid hemorrhage, the gender, age, area of residence, and type of insurance were identified. Patients were divided by gender (male and female), age at the time of admission, area of residence (same area as the medical institution or other areas), and type of insurance [National Health Insurance (NHI), medical aid, and others, i.e., industrial accident compensation insurance, car insurance, unreported claims].
Clinical characteristics
Clinical characteristics are factors related to medical treatment received by the patient and include the admission route, result of treatment, disposition upon discharge, other diagnoses and the number thereof, the presence of risk factors, whether surgery is performed, and the number of hospitalization days before surgery. On the basis of the admission route, the patients were divided into those who were admitted to the medical institution through the outpatient department or through the emergency room. On the basis of the treatment result, the patients were divided based on whether their state had improved at discharge: "for diagnosis only," "not treated," "other," and "unidentified" cases were classified as "survival," and "hopeless" and "death" cases were classified as "death." By disposition upon discharge, that is, the phase following discharge upon completion of treatment, the patients were classified as "return to home" for "discharge to home," "escape," "discharge by death," and "unidentified" cases. If patients were transferred to a different hospital or to the referral hospital, they were classified as "transfer to another hospital." The number of other diagnoses was calculated by counting the number of diagnoses of a patient excluding the main diagnosis.
Hypertension, history of smoking, hypercholesterolemia, obesity, drinking, diabetes, and family history are Determinants of the length of stay in stroke patientsknown risk factors for stroke [3,12,18e23] . Among them, hypertension (essential hypertension and other hypertensive diseases, 145, 146; I10, I11eI15 of Class 298) and diabetes (104; E10eE14 of Class 298), classifiable under the ICD-10 codes, were selected as comorbid diseases that are risk factors for stroke. The classification included "absence of risk factors," "hypertension," "diabetes," and "hypertension and diabetes."
Surgery was classified as "performed" in cases in which there was a recorded day of a main operation that was performed clearly for treatment purposes and not for diagnostic or exploratory purposes or to treat complications (the Organization for Economic Cooperation and Development also classifies medical and surgical categories based on whether surgery is performed). The length of preoperative inpatient stay was calculated by counting the number of days that passed between admission and main surgery, counting both the admission and discharge days. 
Dependent variables
The LOS for each group of stroke patients was separately divided by whether the patient underwent operation or not.
Analysis
The t test and Chi-square test were performed for comparative analyses of stroke patient characteristics such as sociodemographics, medical care utilization, and medical facilities, depending on whether surgery was performed or not. Linear regression analysis was performed to analyze factors that influenced the LOS for each group of stroke patients. Log transformation was performed for the inpatient days, a dependent variable, as the average and median values exhibited wide asymmetric distribution. The level of significance was set as p < 0.05; the exploration of multicollinearity of the multiple regression model was performed using the variance inflation factor (VIF). For stroke, the maximum value of multicollinearity VIF was 2.002, 1.877, 3.673 for total, nonsurgery, surgery, respectively; for cerebral infarction the value was 1.933, 1.874, 7.479, respectively. The maximum VIF value for intracerebral hemorrhage and subarachnoid hemorrhage was 1.918, 1.815, 2.241, respectively, and 4.331, 2.987, 7.767, respectively. It was decided that multicollinearity would not pose a problem while estimating the regression coefficients. Statistical analysis was performed using SPSS (SPSS Inc, Chicago, IL, USA) for Windows 19.0. 
Results
Characteristics by disease on the basis of whether surgery was performed
Of the total 17,364 stroke patients, the majority had cerebral infarction (12,474, 71.8%), followed by intracerebral hemorrhage (3250, 18.7%) and subarachnoid hemorrhage (1640, 9.4%; Table 3 ). The number of patients who underwent surgery (14,604, 84.1%) was 5.3-fold of those who did not (2760, 15.9%). A majority of surgeries were performed for subarachnoid hemorrhage (58.8%), followed by intracerebral hemorrhage (32.3%) and cerebral infarction (6.0%). The average patient age was 62.8 years; patients who underwent surgery were older by 8.6 years on average than those who did not.
The oldest patients in the cerebral hemorrhage group were aged 65.1 years (nonsurgery) and 51.5 years (surgery), which made it the disease group with the lowest patient age. The average number of other diagnoses in the total number of patients was 2.0; the average was 2.2 for patients who underwent surgery, which is 1.1 times more than the 2.0 for patients who did not undergo surgery. Patients who underwent surgery for intracerebral hemorrhage had the greatest number of other diagnoses (i.e., 2.4); patients who did not undergo surgery for subarachnoid hemorrhage had the least number of other diagnoses (i.e., 1.3). The average LOS for all patients before surgery was 4.2 days; it was the longest for patients with cerebral infarction (6.9 days).
LOS by disease
The average LOS for all patients was 18.6 days; patients who underwent surgery stayed for 16.7 days more (2.1 times, 32.6 days) than patients who did not (15.9 days). The condition requiring the longest hospital stay was intracerebral hemorrhage, with the average LOS being 28.9 days; patients who underwent surgery stayed in the hospital on average 9.2 days more (1.4 times; 35.1 days) than patients who did not (25.9 days). The average LOS for patients with subarachnoid hemorrhage was 25.3 days, and that those who underwent surgery stayed for 33.2 days, which was 19.3 days (2.4 times) longer than that of those who did not (13.9 days). The average LOS for patients with cerebral infarction was 15.0 days; the average LOS was 14.0 days (2.0 times) more for patients who underwent surgery (28.1 days) than that for patients who did not (14.1 days).
Determinants of the LOS by disease 3.3.1. Determinants of the LOS for patients with stroke
The factors that influenced the LOS for all patients, including patients with cerebral infarction, intracerebral hemorrhage, and subarachnoid hemorrhage, were as follows: female gender, age, receiving medical aid, having other forms of insurance, emergency room as the admission route, death as the treatment result, transfer to a different hospital as the disposition upon discharge, number of other diagnoses, hypertension, diabetes, having both hypertension and diabetes, being treated in a hospital with 500e999 or >1000 beds, and being treated in 2008 (R 2 Z 0.198; Table 4 ). The factors that influenced the LOS for patients who did not undergo surgery were being from a different area, receiving medical aid, having other forms of insurance, emergency room as the admission route, death as the treatment result, transfer to a different hospital as disposition upon discharge, number of other diagnoses, hypertension, diabetes, having both hypertension and diabetes, being treated in a hospital with 500e999 or >1000 beds, and being treated in 2007 and 2008 (R 2 Z 0.185). The factors that influenced the LOS for patients who underwent surgery were female gender, age, being from a different area, receiving medical aid, having other forms of insurance, emergency room as the admission route, death as the treatment result, number of other diagnoses, having both hypertension and diabetes, and being treated in a hospital with 300e499, 500e999, or >1000 beds in 2006 (R 2 Z 0.397; Table 5 ).
Determinants of the LOS for patients with cerebral infarction
The factors that influenced the LOS for patients with cerebral infarction were as follows: receiving medical aid, having other forms of insurance, emergency room as the admission route, death as the treatment result, transfer to a different hospital as the disposition upon discharge, number of other diagnoses, hypertension, diabetes, having both hypertension and diabetes, and being treated in a hospital with 300e499, 500e999, or >1000 beds in 2008 (R 2 Z 0.167; Table 4 ). The LOS for the patients who did not undergo surgery was influenced by the following factors: female gender, age, being from a different area, receiving medical aid, having other forms of insurance, emergency room as the admission route, death as the treatment result, transfer to a different hospital as the disposition upon discharge, number of other diagnoses, hypertension, having both hypertension and diabetes, and being treated in a hospital with 300e499, 500e999, or >1000 beds in 2006, 2007, and 2008 (R 2 Z 0.177). The LOS for patients who underwent surgery was influenced by the following factors: emergency room as the admission route, death as the treatment result, number of other diagnoses, hypertension, having both hypertension and diabetes, and being treated in a hospital with >1000 beds (R 2 Z 0.445; Table 5 ).
Determinants of the LOS for patients with intracerebral hemorrhage
The factors that influenced the LOS for patients with intracerebral hemorrhage were female gender, age, Determinants of the length of stay in stroke patients being from a different area, receiving medical aid, having other forms of insurance, emergency room as the admission route, death as the treatment result, transfer to a different hospital as the disposition upon discharge, number of other diagnoses, having both hypertension and diabetes, and being treated in a hospital with 300e499, 500e999, or >1000 beds (R 2 Z 0.301; Table 4 ). For patients who did not undergo surgery, the factors that influenced the LOS were receiving medical aid, having other forms of insurance, emergency room as the admission route, death as the treatment result, transfer to a different hospital as the disposition upon discharge, number of other diagnoses, having both hypertension and diabetes, and being treated in a hospital with 500e999 or >1000 beds (R 2 Z 0.286). For patients who underwent surgery, the factors that influenced the LOS were female gender, age, being from a different area, receiving medical aid, emergency room as the admission route, death as the treatment result, number of other diagnoses, having both hypertension and diabetes, and being treated in a hospital with 300e499, 500e999, or >1000 beds in 2006 (R 2 Z 0.398; Table 5 ).
Determinants of the LOS for patients with subarachnoid hemorrhage
The LOS for patients with subarachnoid hemorrhage was influenced by the following factors: receiving medical aid, having other forms of insurance, emergency room as the admission route, death as the treatment result, transfer to a different hospital as the disposition upon discharge, number of other diagnoses, having both hypertension and diabetes, and being treated in a hospital with 500e999 beds (R 2 Z 0.366; Table 4 ). For patients who did not undergo surgery, the factors that influenced the LOS were age, emergency room as the admission route, death as the treatment result, transfer to a different hospital as the disposition upon discharge, number of other diagnoses, and having both hypertension and diabetes (R 2 Z 0.267). For patients who underwent surgery, the factors that influenced the LOS were age, receiving medical aid, having other forms of insurance, emergency room as the admission route, death as the treatment result, number of other diagnoses, having both hypertension and diabetes, and being treated in a hospital with >1000 beds (R 2 Z 0.404; Table 5 ).
Discussion
The advent of a rapidly aging society will greatly influence the social financial burden related to stroke [24] . In Korea, patients who have passed the acute stage of illness continue receiving treatment in the general ward [5] . Accordingly, effective management of the LOS that greatly influences treatment expenses will affect the use of beds, reduce hospitalization waiting time, improve the financial structure of the hospital, and reduce the burden of treatment cost on patients and insurers [7, 8, 15, 16] . Thus, based on the LOS of stroke inpatients [7e9, 12, 24] , we sought to analyze the factors that influence the LOS according to each disease group in patients who underwent surgery and those who did not. There were differences in the number of patients and LOS in patients with cerebral infarction, intracerebral hemorrhage, and subarachnoid hemorrhage; factors that influenced the length of hospitalization also varied according to the pathological types of stroke and between patients who underwent surgery and those who did not.
The incidence rate by type was highest for cerebral infarction (71.8%), followed by intracerebral hemorrhage (18.7%) and subarachnoid hemorrhage (9.4%). According to the data on medical care claims by the Health Insurance Review and Assessment Service cited in Kwon et al with respect to patients who were admitted and discharged with a diagnosis of stroke [3] , the order was cerebral infarction (70.8%), intracerebral hemorrhage (15.2%), transient ischemic attack (8.9%), and subarachnoid hemorrhage (5.0%). According to the Korean Stroke Society, of all stroke patients in 29 big hospitals, excluding cases of hemorrhagic stroke and transient ischemic attack, 10,811 patients (89.6%) had ischemic stroke, 667 (5.5%) had hemorrhagic stroke, and 594 (4.9%) had transient ischemic attack [20] . The difference in the percentages is thought to result from methodological differences in disease-type classification and data collection.
The average LOS for all stroke patients was 18.6 days. It is shorter than the 25.8 days reported for the Netherlands [12] and longer than the 6e8 days reported for the United States [7] and the 10.6 days reported for Germany [25] . Such variation in the LOS by country is attributable to the difference resulting from the inclusion or exclusion of recurrent cases and the influence of the medical system, payment compensation system, etc. In the Health Insurance Review and Assessment Service study that used data gathered over a 10-year period, the LOS was 27.2 days in 2008 and 21.4 days in 2007 [3, 10] . According to the data of a 2009 study on patients that excluded long-term inpatients, the LOS was 29.0 days for ischemic stroke (I63eI67) and 45.57 days for hemorrhagic stroke (I60eI62) [26] . The difference in the LOS, as in the abovementioned patient composition, reflects the difference based on the scope of pathological subtype in sample selection and on whether long-term inpatients are included. In this study, 507 (2.8%) of the total number of selected patients were long-term inpatients whose cumulative LOS was 105,750 days, which constituted 24.7% of the total number of hospitalization days (Table 1 ). In particular, 1.6% of the patients who underwent surgery for cerebral infarction and whose LOS comprised 31.4% of the total LOS were excluded from the study. In the study by Evers et al, 2.6% of patients were long-term hospitalized patients [12] .
Surgery was performed on 15.9% of all patients: 58.8% for subarachnoid hemorrhage, 32.3% for intracerebral hemorrhage, and 6.0% for cerebral infarction. There was a 2.1-fold difference in the LOS between surgery and nonsurgery cases, being 32.6 and 15.9 days, respectively. According to a 25-year study (1967e1991) on reducing the LOS for stroke patients in the United States, as the incidence of stroke increased over the years, the LOS was increased to a greater extent in surgery cases [13] . Whether or not surgery was performed was the factor that most influenced the LOS and treatment expenses [9, 15, 16] . In nonsurgery cases, there was a wider variation in the average hospital stay than that in surgery cases, and the severity of disease varied to a greater degree even within the same pathological subtype [10] . Accordingly, the results of this study, which analyzed the factors that influenced the LOS depending on whether surgery was performed or not for each disease, can be used to address the change in the payment system and as reference data for managing the LOS.
While medical aid recipients accounted for 3e4% of the entire population in a previous study [23] , they comprised 11.2% in this study. When patients with cerebral infarction (I60eI69) treated in university hospitals were classified by whether surgery was performed and by the type of insurance, the hospital stay of the surgery patients benefitting from industrial accident compensation insurance or medical aid was 56.57 days, which was 2.1 times longer than that for patients with NHI (27.80 days). If surgery was not performed, the LOS for patients with industrial accident compensation insurance or medical aid was 16.76 days, which was 1.5-fold higher than that for patients with NHI (13.41 days) [15] . In this study, receiving medical aid or other forms of insurance was identified as a statistically significant factor that led to a longer hospital stay for patients with stroke in general, as well as separately for patients with cerebral infarction, intracerebral hemorrhage, and subarachnoid hemorrhage. This was also a determinant factor for significantly prolonging the LOS when all stroke patients were divided into surgery and nonsurgery groups. However, when the surgery/nonsurgery classification was made according to pathological subtype, receiving medical aid or other forms of insurance was not significant in terms of NHI and other forms of insurance for patients with cerebral infarction who underwent surgery and patients with subarachnoid hemorrhage who did not, and being on other forms of insurance was not significant for patients with intracerebral hemorrhage who underwent surgery. According to Chang et al, who studied the influence of health service coverage on medical services in patients with acute cerebral infarction (I63, I67eI69) [23] , no difference was found in the average LOS for patients with NHI and medical aid. When the LOS for elderly patients was classified into "shorter than 30 days" and "longer than 30 days," there was no significant difference according to insurance type [14] . In the evaluation of the appropriateness of hospital stay according to insurance type, no difference was found based on health service coverage [11] . According to Kim et al [16] , insurance type was a significant factor for all patients with stroke; it was not a significant factor for patients with intracerebral hemorrhage (I61), but was a significant factor for patients with cerebral infarction (I63). Such difference is believed to originate from the difference between the pathological subtype code scopes and study patients. However, the results were consistent in that the factor of insurance type was significant for all patients with stroke, but varied according to different subtypes.
There were a total of 11.4% of transfers to a different hospital. The highest percentage of transfers was for patients with intracerebral hemorrhage who did not undergo surgery (19.4%), and the lowest was for patients with cerebral infarction who underwent surgery (5.8%). Transfer to a different hospital was a factor that decreased the LOS for all stroke patients and for patients in each disease group. Among patients who underwent surgery, it was the factor that increased the LOS in patients with cerebral infarction and decreased the LOS in patients with intracerebral hemorrhage and subarachnoid hemorrhage, although neither the increase nor decrease was statistically significant. Treatment of stroke occurs in three stages, namely, treatment of the acute stage, rehabilitation, and prevention of reoccurrence [11, 15] . In cases in which surgery was performed, the state of patients was acute, which required the concentration of resources such as man power, operating room, intensive care unit; before the patient was stabilized, it was impossible to shorten the LOS through a transfer to a different hospital. In cases where surgery was not performed, the patient was comparatively stable, and led to the continuous treatment process that requires long-term treatment for the chronic condition and rehabilitation service. Accordingly, based on whether or not surgery was performed, transfer to a different hospital was another factor that influenced the increase or decrease in the LOS.
The component ratio of patients significantly differed according to the number of hospital beds for each disease and whether surgery was performed. According to Kwon et al, who classified medical institutions into high-level general hospitals, general hospitals, hospitals, convalescent hospitals, and clinics, the ratio of patients with cerebral infarction was highest for all medical institutions [3] . However, when viewed by type of medical institution, there was a tendency for a slight increase in the ratio of patients with cerebral infarction and transient ischemic attacks, and at the same time, for a decrease in the ratio of patients with hemorrhagic stroke in high-level general hospitals and general hospitals. In hospitals, there was a tendency for the ratio of patients with cerebral infarction to increase, but there was not much variation in the number of transient ischemic attacks over the years. There was a distinct tendency for the ratio of patients with intracerebral hemorrhage to decrease, and the ratio of patients with subarachnoid hemorrhage remained similar. Being treated in a hospital with 500e999 beds was a factor for decreased LOS for patients with cerebral infarction and intracerebral hemorrhage and a factor for increased LOS for patients with subarachnoid hemorrhage. Undergoing surgery for cerebral infarction and not undergoing surgery for subarachnoid hemorrhage contributed to increased LOS; undergoing surgery for subarachnoid hemorrhage contributed to decreased LOS, but the contributions were not statistically significant.
According to a number of non-Korean studies performed based on all pathological types, the larger the number of beds, the longer the LOS [27e30]. According to the studies that connected a higher number of hospital beds with the increased risk for patients [27, 28] , the severity of disease and LOS were proportional. Further, if it is assumed that more severe diseases are likely to be treated in bigger hospitals, it is natural that more the number of beds, longer the hospital stay. However, this study observed that the tendency for decreased LOS was more marked in bigger hospitals. Ahn explained that the increased LOS in smaller hospitals was due to the inappropriate use of hospital beds, whereas in largescale hospitals, there is excessive medical service due to the high intensity of service; therefore, correction of the form of treatment in different types of hospitals requires different emphasis [31] .
When dividing stroke patients by disease and whether they had surgery, admission through the emergency room and the number of other diagnoses were factors that increased the LOS, whereas death as a treatment result and having both hypertension and diabetes contributed to decreasing the LOS; both the increase and decrease were statistically significant. Admission through the emergency room, number of other diagnoses, and having both hypertension and diabetes are all risk factors that increase the use of medical resources [14] .
When admission routes that allowed the use of disease severity as a proxy variable were considered, 67.6% of cases were found to have had admission through the emergency room. Further, 91.6% of patients with subarachnoid hemorrhage who had undergone surgery had been admitted through the emergency room. For these patients, the average LOS was 33.2 days, followed by patients who underwent surgery for intracerebral hemorrhage (35.1 days). Of the patients who underwent surgery for cerebral infarction, 36.3% had been admitted through the emergency room, which was the lowest percentage of admissions through the emergency room, and the average LOS was 28.1 days. According to a study that evaluated the appropriateness of the LOS for acute diseases, the appropriateness was significantly higher when patients were admitted through the emergency room than that in cases of admission through the outpatient department [11] .
The number of other diagnoses for all patients was 2.0. It was 2.2 for patients who underwent surgery, which was 1.1 times more than the 2.0 for patients who did not. The LOS was 2.1 times longer for patients who underwent surgery (32.6 days) than that for patients who did not (15.9 days). The number of other diagnoses was highest in patients with intracerebral hemorrhage who underwent surgery (2.4), and these patients had the longest hospital stay (35.1 days) . The number of other diagnoses was lowest in patients with subarachnoid hemorrhage who did not undergo surgery (1.3), and these patients had the shortest hospital stay (13.9 days). According to studies on the relation between the number of diagnoses for comorbidities and complications and the LOS, the greater the number of comorbidities and complications, the longer the hospital stay and the higher the mortality [32] .
In this study, which defined "death" and "hopeless discharge" as "death," the mortality rate for all patients was 7.4%, with the mortality rate for patients who underwent surgery being 2.3 times higher (13.8%) than that for patients who did not (6.1%). According to a study that classified stroke cases as hemorrhagic and nonhemorrhagic, the mortality rate for hemorrhagic stroke was 13.4%, which was 3.8 times higher than that for nonhemorrhagic stroke, which was 3.5% [33] . Death was the factor that decreased the LOS for all stroke patients and for each disease group depending on whether surgery was performed. Other studies also found that death was a factor that decreased the LOS [9, 16] . An analysis of the period of death of stroke patients revealed that 83 people (52.5%) died within 7 days, 58 people (36.7%) died between 8 and 30 days, and 17 people (10.8%) died 31 days after the disease occurred [34] .
Hypertension was a risk factor in 42.2% of patients; 19.5% had diabetes (Table 3 , restructured), and according to two studies that divided patients by hemorrhagic and nonhemorrhagic stroke, 45.7% and 59.7% of patients had a history of hypertension, and 14.9% and 28.7% had a history of diabetes, respectively [19, 33] . Following an examination of the difference in the LOS depending on hypertension and diabetes, which were risk factors identifiable by disease code and classified into "absence of risk factors," "hypertension," "diabetes," "hypertension and diabetes," we determined that having both hypertension and diabetes was a significant factor for decreased LOS in all groups. In patients with cerebral infarction, hypertension, and diabetes, each condition was a significant factor separately, and they held significance only for patients with cerebral infarction. Further, they were significant factors for stroke patients who did not undergo surgery and for patients with cerebral infarction independent of whether surgery was performed or not, contributing to the decreased LOS. Diabetes was a factor that significantly decreased the LOS in patients with stroke and cerebral infarction. However, when patients were divided on the basis of whether surgery was performed, it was a significant factor only for the stroke patients who underwent surgery; it was not a significant factor for other disease groups. In general, the more severe the comorbidity and complications were, the longer was the hospital stay [7, 9, 12, 31] . A study of the LOS and death as a treatment result in patients with acute thrombotic occlusion depending on comorbidities concluded that the higher the comorbidity index number, the longer the hospital stay [35] .
This study aimed to investigate the factors that influence the LOS in stroke patients. One limitation of this study is that it did not reflect other variables that influence the LOS, such as the part of the brain in which stroke occurred and other clinical characteristics such as characteristics of the doctor, characteristics of the hospital (e.g., foundation entity), characteristics of the patient's family, social support. Further, reoccurrence of the disease or absence thereof was not reflected in the analysis and there were issues with the accuracy of diagnosis and coding; these may be limitations in the methodology [36] . However, we believe that this study is significant in that it used data from hospitals with >100 beds from all over the country, and the analysis data were extracted mainly from that stored in medical records department, where hospital data are best managed. Moreover, for noncomputerized hospitals, a person in charge of sampling or a researcher from the Korea Centers for Disease Control and Prevention was dispatched. We used system data from the Korean National Hospital Discharge In-Depth Injury Survey, which included variables for analysis such as inpatient days by pathological subtypes as well as hypertension and diabetes that influence the severity of disease [35, 37] .
Based on this study, the following is suggested: First, standardization is required to produce a comparison with valid data. Every study used a different scope of disease codes for stroke, and at the data-classification stage, a standardized scope of diseases adds validity not only to analysis of the treatment expenses and LOS, but also to that of medical resources and cost, which aids the decisionmaking stage. Second, there is a need to consider when the data are made public. A change in policy brings about changes in the LOS [12, 13] . Long-Term Care Insurance for the Aged was introduced in July 2008, and the data of the Korean National Hospital Discharge In-Depth Injury Survey used in this study covered the period from 2005 to 2008, such that the analysis of the change in the LOS could not reflect the policy change. It will be more than 2 years before the current data become public and can be used in research. Another disadvantage is that there is a difference in the survey time and the hospitals targeted for the survey, Determinants of the length of stay in stroke patientsleading to partial correspondence between the information provided and the patient survey; further, the low sampleextraction rate reduces its accuracy. Third, there is a need to consider the survey interval. The study results suggest that there was not much change in the LOS every year over a 4-year period. Considering this, it is suggested that the survey interval be increased to every 2e3 years.
Conclusion
Even if the LOS of stroke patients decreased, it would not influence the death rate, repeat hospitalization rate, and other aspects of the quality of treatment [38] . This study has significance because it seeks the appropriate plan for managing the LOS of stroke patients for each disease and depending on whether surgery was performed to decrease the burden of treatment expenses on the insurer, the hospital, and patients through effective management of the LOS in the wake of the changing treatment-cost reimbursement system. The LOS for all stroke patients was 18.6 days, and the LOS for each disease group was 15.0 days for patients with cerebral infarction, 28.9 days for patiets with intracerebral hemorrhage, and 25.3 days for patients with subarachnoid hemorrhage. When patients were divided based on whether they had surgery, there was a 2.4-time difference in the LOS for patients with subarachnoid hemorrhage, 2.0-time difference for patients with cerebral infarction, and 1.4-time difference for patients with intracerebral hemorrhage. The common factors that influenced the LOS for all diseases and for each disease, divided by whether or not patients had surgery, were admission route through the emergency room and the number of other diagnoses increased the LOS, whereas death and having both hypertension and diabetes decreased the LOS. When patients were divided by disease, receiving medical aid or other types of insurance was the factor that contributed to increased LOS, and based on whether surgery was performed, it was not a significant factor for patients with cerebral infarction who underwent surgery and in patients with subarachnoid hemorrhage who did not undergo surgery; it was also not significant in patients with intracerebral hemorrhage who used other methods of payment. Transfer to a different hospital was a factor that decreased the LOS for all patients and for each disease; when patients were divided based on whether surgery was performed, it was a factor that increased the LOS for patients with cerebral infarction who underwent surgery and that decreased the LOS of patients with intracerebral hemorrhage and subarachnoid hemorrhage who underwent surgery, but neither had statistical significance.
As the treatment-cost reimbursement system is changing from FFS to DRG worldwide, there is a need for a different policy approach for managing the LOS so that hospitals can maintain profits and perform their inherent role of providing good-quality treatment. If we assume that it is appropriate to use the LOS as the indicator of treatment expenses, there is a need to tackle factors that influence the LOS of stroke patients for each disease group who are divided based on whether surgery is performed or not for the proper management of the LOS.
